Improvement followed the administration of heparin.
Meanwhile, diarrhea had increased with no evidence of rectal bleeding; she had crampy abdominal pain and had lost weight. Multiple oral aphthous ulcerations, a distended and tender abdomen, and perianal tenderness and swelling were found on examination. A proctosigmoidoscopic examination was normal. Barium enema, normal in 1964, now showed evidence of Crohn's disease of descending and transverse colon with nodular, distorted mucosal pattern (Fig. 1) . Barium was seen in the vagina, but a definite Fig. 3) . Hemoglobin was 12.6 g/100 ml; hematocrit reading, 39%; white cell count, 8500 with 12% segmented neutrophils, 78% nonsegmented neutrophils, 6% lymphocytes, and 4% monocytes. Serum cholesterol was 115 mg/100 ml; serum calcium, 8.2 mg/100 ml; serum albumin, 2.4 g/100 ml; total protein, 5.8 g/100 ml; with normal serum phosphorus, total bilirubin, uric acid, blood urea nitrogen, creatinine, LDH, SGOT, and alkaline phosphatase. Stool and urine cultures were negative. Serum immunoglobulins showed IgG, 950 mg/100 ml; IgA, 280 mg/ 100 ml; and IgM, 220 mg/100 ml. Coombs' test was negative. 
Discussion
The diagnosis of Behçet's disease in this case was based upon the presence of recurrent oral and genital ulcerations, polyarthritis, erythema nodosum, ileofemoral thrombophlebitis and central nervous system lesions (Table 1) . Whether the epileptic seizures were part of this disease or an independent entity is not known. Although skin rash, erythema nodosum, 14 arthritis, 15 and phlebitis 16 have been reported in Crohn's disease, the typical oral and genital lesions, and especially the cerebellar and brain stem manifestations are characteristic of Behçet's disease. Whether some of those lesions were related to the bowel disease is difficult to determine. This case also demonstrates long survival of a patient affected by "neuro-Behçet" 17 and its relationship to inflammatory bowel disease.
B^e et al 7 reviewed the intestinal involvement in mucocutaneous syndromes which included Behçet's disease. In two of their four patients the main lesions were in the colon and were associated with a clinical picture of ulcerative colitis. Dowling, 11 in a review of 124 reported cases of Behçet's disease from 1906 to 1959 reported a 3% incidence of diarrhea. Oshima et al, 3 reporting on 85 cases of "complete and incomplete" Behcet's disease, found a 40% incidence of gastrointestinal symptoms but no evidence of intestinal hemorrhage. Radiological examination revealed various nonspecific abnormalities, mainly in the small intestine. Ramsay 8 reported the case of a 16-year-old boy with Behcet's disease in whom bloody diarrhea developed. Proctosigmoidoscopy showed acute ulcerative colitis. The patient responded favorably to prednisone and sulphasalizine. Mention was made of a case described by Tsakada et al 18 of "neuro-Beh^et" with perforating ulcer of the ileum and ileocecal region, and a patient discussed by Curth had rectal ulcers and multiple colonic perforations. Menkes et al 9 described the case of a 37-year-old man with Behcet's disease and chronic ulcerative colitis. O'Duffy et al 4 also found three cases of inflammatory bowel diseases, including this case, in a series of 10 cases of Behcet's disease.
A review of the literature suggests that Behcet's disease may be associated with either mucosal 4 ' 7-9 or transmural colitis." The clinical and radiological features and the appearance of the bowel at operation in our case are typical of Crohn's transmural disease of the colon and terminal ileum. The interesting feature, however, is the appearance of toxic megacolon as evidenced by severe systemic toxicity and dilatation of the colon. Although toxic megacolon has been considered a feature of chronic ulcerative colitis, but not reported in association with Crohn's disease as late as 1966, 19 several cases of toxic megacolon complicating transmural colitis have been described recently. [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] The etiology of Behcet's disease has been reviewed extensively. 10 Oshima et al, 3 Shimizu et al, 31 and Lehner 37 showed various oral mucosal antibodies in Behcet's disease. Of particular interest is the fact that these antibodies are not organ-specific for fetal oral mucosa, but cross-react with fetal skin and colonic mucosa. This cross-reactivity suggests the possibility of a common pathogenesis of the intestinal and cutaneous manifestations of Belief's disease. Despite increasing interest, there is no definite proof that humoral or cellular immune mechanisms play a role in the pathogenesis of Crohn's disease. 38 Although a negative response to the Kveim antigen has been reported in Crohn's disease, 39 Mitchell et al 40 42 Menkes et al 9 reported an equivocal result of the lymphocyte transformation test to phytohemagglutinin. In this patient it was normal.
The treatment of Behcet's disease remains unsatisfactory as does the treatment of Crohn's disease. ACTH and corticosteroids 10 are given for both conditions. Chaouat et al 43 reported beneficial effects of long-term, low dose cyclophosphamide in two patients with Behcet's disease. Antimetabolites or alkylating agents also have been used in the treatment of Crohn's disease. 44 Surgical treatment of toxic megacolon has been recently discussed by Turnbull et al. 45 This patient was treated with nitrogen mustard and ACTH with significant improvement in neurologic symptoms; decompression ileostomy and colostomy were required for treatment of toxic megacolon.
Summary
The clinical course of a patient with the classic features of Behcet's disease, transmural (Crohn's) colitis complicated by toxic megacolon is described. Their possible relationship is discussed, with emphasis on the various facets of etiology and treatment.
